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(Advance Directive)
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What is an advance directive?
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An advance directive is a legal document you complete to make sure you get the healthcare you want. In an advance directive, you can choose

someone to make healthcare decisions for you, if you are ever unable to make them yourself. This person is called your healthcare agent. You also
can give information about the medical treatments and other care you would and would not want if you became very sick.
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Every adult should have an advance directive. It is especially important for adults who are older or have serious illnesses. Completing an advance

directive helps you know that your values and goals will be honored. It also gives your healthcare agent the peace of mind of knowing what you
would want them to do if they need to make healthcare decisions for you.
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An advance directive only deals with healthcare decisions. You must co‘mplete a different document to give someone authority to handle your
finances or property.
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Information and Instructions
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Hovvido | complete this advance directive?
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We encourage you to complete the entire form, but it is okay if you only want to complete part of it. Just cross out any parts you do not want to fill
out. It is a good idea to complete this form with your healthcare agent (if you choose to name one) and loved ones so they clearly understand your
preferences. A doctor, nurse, social worker, chaplain, or other healthcare professional also can help you.
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In PART 1: Choosing A Decisionmaker, you name your healthcare agent. This is the person you trust to make your healthcare decisions for you if
you are ever unable to make them yourself. You choose one primary healthcare agent and up to two alternate (backup) healthcare agents.
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It is a good idea to talk with your healthcare agent before you list them on this form. Make sure they are willing to help and see if they have any
questions about your healthcare preferences. It is very important to choose a healthcare agent you trust as your decisionmaker. It will be up to them
to make decisions with your healthcare team based on the information you provide in the rest of the form. If you are worried that your healthcare
agent will not follow your wishes, you should consider choosing someone else.
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Information and Instructions [continued]

mninsissisgemnidouns
A good healthcare agent:

v BISHIWEIUH 18 giigjhisi x
Is 18 years old or older

v RNUHAGNEY x
Knows you well

v wsliffiumsans:fia186imeya x
Understands what's important to you

v mwuhpsmanissiemngamisiasiisi x
(HURI MBS MUIW:HAUALY 100)
Is easy for the healthcare team to contact (in person, by
phone, through an interpreter, etc.)

x

4 lﬁmiﬁﬂi}:ﬁﬁ%gﬂg‘]i[’miﬁﬁj@ﬁ
Makes good decisions under pressure

mninsissigemnIuaiHAESHIGS
Your healthcare agent cannot be:

BISHIWIMY 18 §i
Under 18 years old

UGUNA ANSUINANSINIGAMMYW YKigWmIAinSjivasga*
Your doctor, nurse practitioner, or physician assistant*

vamgaisivingjinrugangasgumissi
An employee of the hospital where you are receiving care*

ye yuavgnisaighissiminaud yaighicsimusanatin
yasgumiissi

The owner or operator of a community care facility or residential care facility
where you receive care

aamissiemnuUssaEsthi 10 S1A
The healthcare agent for more than 10 other people
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In PART 2: My Healthcare Preferences, you write down your healthcare preferences, so your healthcare agent understands the choices you want

them to make. This includes what a meaningful quality of life looks like
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for you and what medical treatments and other care you do and do not want.
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, you sign** the advance directive form either in front of two witnesses or a notary public. Once you fill out the form

and follow the instructions in Part 3, this will be a legally binding form
form after it is completed.
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in the state of California. Part 3 also gives instructions for what to do with this

PART 4: My Values, is an optional section where you can tell your healthcare team and loved ones what else matters to you. This includes your
preferences about spirituality, what would make a long hospital stay easier for you, and what you want to happen in your final days. Part 4 lets your

agent, healthcare team and loved ones know what excellent care look

s like for you.
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These restrictions do not apply if this person is your family member

or coworker.
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If you are physically unable to sign, you may select another adult to

sign at your direction and in your presence.
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PART 1. Choosing a Decisionmaker °

OURUANRSHAMGEaIGIfuUmitesiaemn
Durable Power of Attorney for Healthcare
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If  am unable to make decisions for myself, my healthcare agent will be able to:

olo

° ﬁleHGG AGIMINNT UL AN ShSLBh _II[LITIINEUBSS[U UHSSS[U JHEHSTS_ILSEiin ﬁjUJ°§
Decide which medical treatments and procedures | do or do not receive, including artificial life support.

o iRuTusAEAGUUNissiyemn Shatghicsinminumalig§umiissiivaig
Choose which healthcare providers and facilities are involved in my care. )

° iHmnnﬂnL—liIﬁﬁﬂ[‘ﬁjiUﬁje SiflSSSUHnH‘ISHﬂﬁl‘ISﬁIﬂiiﬁﬁﬂLﬁJUGUJSJUﬁJBﬂ
See my medical records and receive information about my current medical status.

o [Frumywiisuismihtumaemn Sunyinicsiemnigjiis)atigrucg
Work with health insurance companies or other healthcare programs on my behalf.

° mnlﬁﬂjjiﬂUGHuanUﬁje US’IUL’IHJﬂﬂmmUﬁJB“I
Direct the disposition of my remains after my death.

o a

esmgmcmsnwmmnmnﬁ'mmaﬁmum:wmaﬂ pataRuimiripedaiimitssiemnivag [waisid

3 a

msﬁweshmso
| want this | person to be my PRIMARY HEALTHCARE AGENT. They will make my healthcare decisions if | cannot make them for myself:

gBsmoimiripceta

e 1Uegifin

Name Phone Number

HUWEHS S it gHUIU
Address City State ZIP '
§sinssh HmuwFsitun

Relationship Email Address
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| want this person to be my FIRST ALTERNATE HEALTHCARE AGENT. They will make my healthcare decisions if | cannot make them for myself and
my primary healthcare agent is unavailable:

s egirg

Name Phone Number

HUWEHS S it gHUU
Address City State ZIp '
§s1nssh mwFsitun

Relationship Email Address
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PART 1: Choosing a Decisionmaker [continued]
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| want this person to be my SECOND ALTERNATE HEALTHCARE AGENT. They will make my healthcare decisions if | cannot make them for myself
and my other healthcare agents are unavailable:

uns e gifn
Name Phone Number

HUWEHNS S it gHUU
Address City State ZIp '
§s1nssh mwFsitun

Relationship Email Address

WP UUISY

Optional

weisibyachgjmamissiyemniuaIHAMGIEMIAIEGEEajHARS|iS: MWiHATINMS{HAIS: fyvaRnUHumy
1U8sgimeis patASumepviniminipedagiyn WisidHAtSMEEmivipesamsimwegshinligme

If you want your healthcare agent to be able to make decisions for you right now, after you complete this fob}m, check the box below. Otherwise,
they will only be able to make decisions for you if you are not able to make them yourself.

0 geugimamissinemniuasgMeiiminipetagjgagiiissa is1:unham WNTIEMGMULAGunissigemn
iungisimuaminugivusugimamissiemniigigmiripetagjg T '
I want my healthcare agen‘t to be able to make decisions for me rigf‘7t now. However, | understand that | can tell my healthcare provider at any
time that | no longer want my healthcare agent to make decisions for me.

Hifeuuigy
Optional
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You also can choose how much flexibility to give your healthcare agent in carrying out your medical wishes. (Check one):

O pamiissigemmuniéatansigmuiushiansiiviidliingmsanansianivsiinnsigamysis:gjmsHvias
is1:0muGainN S gfnniavISHIEANBSEyunathwY - - ’
My healthcare agent should follow my instructions exactly as | have written them in this advance directive, even if it makes
them uncomfortable.

O pnnissigemniuRigMeHUEMIIEEEalENUFAN LIS MS URSIBYAAARSIMIRI YIS UFAEIUE
LUﬁJSiUgmsmiﬁjiLHGG'gmﬁnﬂﬁﬁmgﬁsmmﬁﬁgﬂﬁjgi gmSﬁjiiﬁjimiﬁjiiﬁﬁﬁ§S1h18’18i8’181ﬁitﬁ\8“| )
My healthcare agent can change my medical decisions if they think it would be best for me. If | have certain decisions | never want changed,

I have written them below.
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PART 2. My Healthcare Preferences
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Living W|ll/Healthcare Directive

MISIsUMWHIniuu R UujSEa

Artificial Life Support
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If you are seriously ill, your doctors may offer artificial life support. This includes treatments like a ventilator (breathing machine), artificial nutrition
(feeding tube), and other medications or machines that keep you alive past the point when you would have died naturally. Artificial life support gives
other treatments time to work but does not help you get better by itself.
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LUﬁJSSEUJESiu(USLnS_Ii_ISLSLSﬁHIUJﬁSniUUﬁJUJSHniuHJSn‘IIQJSIS"IEﬂ E?ﬁ (@ﬁjﬁﬁ yLU)
If I am so sick that | need artificial life support to keep me alive (Check ONE):
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| want to receive artificial life support for as long as possmle even if there is little or no chance of recovering to live a life that is
meaningful for me.

o wisifmsemughmimasinjwifigisighiifatiunsfwmog 1 iig
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| want to receive artificial life support if there is a good chance of recovering to live a life that is meaningful for me. But, if my doctors do
not think | will recover, | want to stop life support, focus on being comfortable, and be allowed to die a natural death.

RuiRgaii]
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O é&siuushmsmijsisimwiintuudiuj8gais1 wiisiigmngsadgstnnuggimimiisishmwiiinivudy
A ajeisim Sfiin SERIMALTMNMSHIYAN BRI SUMGEIESGUBIANAINMBEYRAIM 4
| never want artificial life support. If | become so sick that | need life suppo‘rt to keep me alive, | want to focus on being comfortable and be
allowed to die a natural death.
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| want to leave it up to my healthcare agent and my treatment team.

wisiusatansimamaigis)amafigsiamissigemmunig (es1wudn wisimsminpomaumamnatdusssitusams
yansmamamatiugdstiushmsmijsisamwiiintvudiujSga)s

These are other specific instructions regarding my healthcare (for example, if there are specific treatments | would never want, or certain situations
when | would never want artificial life support):
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PART 2: My Healthcare Preferences [continued]

annmaiia
Quality of Life

nwsRigIsamiinshmiBwasinimisisivemmuigsa ShpvsisiyemmumnsadnnimnivgBwlionsSw
UYNUHSAY B WYIHRBISSEs PAAHGHIEWYNAHEIGISMINUNUIUIURHSATNUNMUATIUHETIURHSAY

It is important for your healthcare agent(s) and your healthcare team to know what makes life meaningful for you. With this information, they can
make sure your treatment plan meets your goals.

upUé dinunigms8winownidhiiugms (gruinnaisansitungiams)s

For me, r‘ny life is onl}; meaningful it can (Check all that apply):
O nslimwSsmsmamumywin sy aigiw
Live without being permanently hooked up to a machine
O Boansipan 8adana
Recognize family and friends

O mEdwsiashmywigans 8h8aan
Communicate with family and friends

O sisimwmsmindmnvgsgi ymnds{rin
Live without severe pain or discomfort

O fvismiifjpms
Get out of bed

O measSismigauiigmsyptims (il yfinifem 1)
Move well enough to leave my home (walk, use a wheelchair, etc.)

QO mimumiiugsuta
Eat my favorite food

O Yasn Shiduicgshums
Bathe and take care'6f myself

O AsmsgpaumapuimsilyindigiduaghiRaigingin
Think clearly enough to know what is going on around me

.dc\')o

O srisiohneivasg
Live in n"iy own home

O wagmnidiumsanudauags
Do my favorite hobby: !

c
o
2

O §swsigoemid dinuRigmsaiyanmunisimsy is1:gndnBaamatnu
None of the above. My life is alwéys worth [i‘ving no matter how sick | 'am.

O &8s{mAiiis
I'am not sure.

ilasinis:Avmsans: ﬁJBWSmhﬁjLEﬂUBnﬂ_]JJNISinﬁﬁiniuﬂji:ﬂSSLijﬁﬁiui%
These things also are very important for me in [/vmg a meanmgful life:
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PART 3: Sign and Complete

M SigAIS SN IR WWASASANAYSINUGINGIUE
Read this entire section carefully before signing.

alsg California EﬂSiEﬂIunﬂnh_IjiﬁaJSLHﬁiS PuusNU HamSiatRutuyw
nﬁﬁimaﬁiiﬁﬁjmmmammm “

In California, there are two ways to make this form legal. You only need to choose ONE of the options below.

@ Hip s 1

OPTION 1

[} tﬂniCUB'I* isiGim: HBﬁﬂnjﬂiSTn ImmUmUHnajﬁﬂnjiUﬁJHnG mmmmimsmm iS'IIL’ICUIuCUﬁJ'In\jJUﬁJHnG U]gi[US'I
iKUSLHﬁ ﬁninﬁJSﬂmﬂnﬂann Iu(UG lﬂnimmiKUiﬁJGniﬂ.ﬂS'ISanSiS itﬂLU_ISSJﬂJﬂHTnUﬁBJHnG wngifualigjly

Sign* in front of two witnesses, and then have your witnesses sign the form. When your witnesses sign the form, they are promising that it is really
you that is signing this advance directive and that nobody is forcing you to sign.

AU HA Ao SHUWENRIUNGAMAT 18 §i4
Your witnesses must be at least 18 years old.

AU HADS{RImS

Your witnesses must not be:

x pamiissiemn ymamitigauiiumsmaninisighsipiiss
A healthcare agent or alternate agent designated in this form !

x gagiuniesingemniv g
Your healthcare provider

x sinmyatdiumsmu wavams yigmasisminomsmpian tigaiaist ysgumissingemn
Anyone who owns, operates, or works at a licensed facility where you live or receive healthcare

B'ISinEﬂﬁﬁhGiﬂJﬂHﬁﬂn\j!UﬁiHnUiﬂm i—ﬂGﬁ'IUS'InShSﬁHn ULnSU]SJHUmﬂjnhﬂjenUmniUﬁJHnﬂ
Only one of your witnesses may be related to you or be included in your will.

wasifuanpnifann) yussnaiuelspRivuys I WERNANURIHAGINGINE1

If you are using witnesses, sign the form and have your witnesses sign.

dipaus 2

& ) oprion2

Gaungiuel * isiGunsyeumirnmian: 1 ilgji§ gjs{pRissvIsminauyn HASN{HIMING U EMANUGHTE UG MW
smAmuugulg (Fombanibaul yiiaghliis)v wasibyanpuibnimi yvssnaiualspivuus Wwgjanimi
UINMAISS a4

Sign* in front of a notary public. To have this form notarized, you will need current, government-issued photo identification (like a driver’s license or
passport). If you are using a notary, sign the form and have the notary complete the acknowledgment.

* weisilyadsmosinauainwinmais samsgjugaginmiwigigaig)ac:npiuaisidunyeyn ShanmugjynY
If you are unable to physically sign, you may have another adult sign in your presence and on your behalf. 5
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WAIT until you are with your two witnesses or a notary, then sign below.

ngiuel

YOUR SIGNATURE

natuel muuiigs

Signature Date

1uns (MHANNY) (truegieun)

Name (Printed) Phone Number

HUWEHS S{nn it pEUIU
Address City State ZIP

@ aif s 1 - annj

OPTION 1 — Witnesses

wsilyanoniFmanajistamnis: gimsiwsaighmidnamiime wasiBynpuip)amywnimusitigamidn giss

mgmmmmmm iﬁjﬁﬁfgﬂ mjﬂil]JUﬁljﬁﬂﬁj éﬁji:i[pm oMy mng S1S1 ﬁjﬁimgmi.ﬁ ﬁﬁJiLmHGmﬁjg California 61
If you are witnessing this document, read the following Statement. If you agree with the statement, sign below. STATEMENT OF WITNESSES: |
declare under penalty of perjury under the laws of California that

(1) vanfiumsssnginuel/sguaniusainnsimysis: [HImSEaNimuanN:UaN UHFIEMAN
SURIDAAGIMSUMMmMARIMRH g wmitejsabattiami
The individual who signed/ackno:/vledged this advance directive is personélly known to me or that their identity was proven to me by
convincing evidence;

(2) yAISIMSTINAINUE USSUaNIRUGaATaNSimysigiGimeyes

~
1

The individual signed or acknowledged this advance directive in my presence;

(3) yasisiumeilmeimsaany Sudsgaimumiuiavi miaug yR§nuHLY NG
The individual appears to be of sound mind and under no duress, fraud, or undue influence;

(4) éntusthusmjmntduigimsianninmmaminwivsainnsimysisigjw wWiw

‘am not a person appointed as agent by this advance directive; and

(5) &htusmyngumiissimemniuaiyani: Siundaisyagmissimemnivasyanis: whvgnisudissivmnass
Sinidaiswhvinisudissivnaus whvinisudiesimumisimsupinsmainn yfiunidaisyhvinisuss

{esimunisimsupUHsmIR TN iR

I am not the individual's health care provider, an employee of the individual's health care provider, the operator of a community care facility, an
employee of an operator of a community care facility, the operator of a residential care facility for the elderly, nor an employee of an operator
of a residential care facility for the elderly.
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PART 3: Sign and Complete [continued]

ISy WS
First Witness:

naiuel MUUIGES

Signature Date

1N (MHANNY) U8 §IEIE)

Name (Printed) Phone Number

HUWEHS S it gEUU
Address City State ZIP '
fnnjSiiis

Second Witness:

ngtue MUUNGS

Signature Date

une (NHRNNY) SEE Y]

Name (Printed) Phone Number

HUWEHS S it gHUU
Address City State Zip '

<

@ﬁﬂﬂﬁim&iﬁﬂn‘jglﬂ fis1n ﬁLniH'ISiﬁjﬁniﬁﬁﬁiﬂﬂﬂﬂi{ﬂiﬁi"’l[ﬁ[}]ﬂ[}) g ﬁ@:tﬂﬁima’la’lﬂilﬁﬁﬁh'{ﬁj%
One of the two witnesses also must read the following statement carefully and sign below:

iwspigamidnuigvivasanmjyns
ADDITIONAL STATEMENT OF ONE WITNESS:

o

8ﬁJHLU1ﬁjUisais:]mL—m—|sﬁsns1ﬁjGimnxﬁﬁﬁmﬁaqpusu California &1 mumnigmywsnyg n
m.nsmwms HNWEANRANGANE MmN ymisv mw—mmumemsmﬁmﬁjuﬁ'ﬁ y msﬁ?étsiﬁnfﬁﬁn.mgw
{SHGUS{S NIV AIUANISIIM WHIANMIURI MG 1Lﬁsun.rniﬁmmmsl,ﬁﬂuuaqjms YL waLuauaisenigwH

| further declare under penalty of perjury under the laws of California that | am not related to the individual executing this advance directive by
blood, marriage, or adoption, and to the best of my knowledge, | am not entitled to any part of the individual's estate upon his or her death under a
will now existing or by operation of law.

¢

-‘mo:m

ngiua
Signature
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PART 3: Sign and Complete [continued]

l_;; OPTION 2 - Notarization

A notary public or other officer completing this certificate verifies only the identity of the individual who signed the
document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

STATE OF CALIFORNIA

County of

On before me

personally appeared

who proved to me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are subscribed to
the within instrument and acknowledged to me that he/she/they executed the same in his/her/their authorized
capacity(ies), and that by his/her/their signature(s) on the instrument the person(s), or the entity upon behalf of
which the person(s) acted, executed the instrument.

| certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is
true and correct.

WITNESS my hand and official seal.

Notary Public Seal Notary Public Signature
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| J OPTION 2 - Notarization
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Additional Requirement Only for Residents of Skilled Nursing Facilities
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The following statement is required only if you are a patient in a skilled nursing facility—a health care facility that provides the following basic
services: skilled nursing care and supportive care to patients whose primary need is for availability of skilled nursing care on an extended basis. If

you are completing this form in another location, like a hospital, doctor’s office, or your home, this section is not required. The patient advocate or
ombudsman must sign the following statement:
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STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN: | declare under penalty of perjury under the laws of California that | am a patient advocate
or ombudsman as designated by the State Department of Aging and that | am serving as a witness as required by Section 4675 of the Probate Code.
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Signature Phone Number
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Next Steps
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Congratulations!

HAmMSUINMifGHinnSIMySIU AU ANATIVIW 1smBlHu{giiunvs

You have completed your advance directive. Here's what to do next:

wanAis:isig: SAnnsaisiaighnmywiiuwmsaiamn tiussaymspuspmivssgameybmaunmsuni
WWRI U LUﬁ?SiﬁL@imﬁ
Take this document home and keep it somewhere safe where your loved ones can easily access it if needed.

v

igthenicyhsinspw Shgringsmamissicgemniuaiygna Uguadhaiuriya §auding) yudissiomywikm
HASgUMINNM LY GUGERISRAANIS: MISfynumMNEsm SusnUiltutiu

Make copies and give them to your healthcare agents, your doctor, and any hospital or facility where you receive treatment. Copies of this
document are just as valid as the original.

fimemywinvpanmn mamissivemn uguihauoyn Sugngaiunissivemniisis)anfl wshinnsimys
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Talk with your family, healthcare agents, your doctors and other healthcare providers about your advance directive. Make sure they
understand what's important for your healthcare.

o

weSsiiyAmSAANS MyChart YW HAHIGHAISNSIAUGATANSIMYSIS MY U
www.memorialcare.org/acp USIUBAMIUALY {YBIBUIRAR word*

If you have a myChart account, you can upload this advance directive. For more information go to www.memorialcare.org/acp.
VIR SUSSAGREHGSAAnsugsiy giinunEsing 4 — annayulivaigm

If you want to provide more information, complete Part 4 — My Values.

fvsuisy ayuguisims
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Here's how to update or change your advance directive:
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If you change your mind about anything you have written in this advance directive while you are in the hospital, make sure to tell your doctor
and have them document any changes in your medical record.

islinugnmsssnpiueimnams:mywannifigy yanumigwiy iwsiiansimysis: missynumaat
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Once you have signed this document with two witnesses or a notary, this advance directive is valid until you revoke it. If you want to revoke
this advance directive, you can either write "REVOKED" in large letters across the front of the document and sign it or tell your primary
doctor. If you complete a new advance directive, it will automatically revoke any previous advance directives.

@iMAEBIMSHUEShAAIUGY §MNHURBaAEUAER mamicsingemn 8in tsnigghig)atuuiusaians

MYSIVRIHARIMSIANS A

Make sure to provide the updated documents to your family, healthcare agents, your doctor, and anywhere else your previous advance
directive was stored.
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As time goes on, things change. This advance directive does not expire, but it is a good idea to review it and see if it needs updating:

- 1)anes 10 gigh - WS eMNIUEIHANAGS
Every 10 years If your health declines

- wesilyamsijumi yirvamuzg - MWYIANMIURYSAMSugNm
If you get married or divorced amyin

o o - e - o After the death of a loved one
- LUﬁszgﬁszimmgmﬁssgwtwmﬁgsmnﬁ‘jemnggw
If you are diagnosed with a new health condition 10
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PART 4 (Optional): My Values !
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Good healthcare is about more than medical treatment. In this optional addition to your advance directive, tell your loved ones and your care team
what is most important to you if you become seriously ill. Complete as much or as little of this section as you want. If you choose to complete this

section, keep it attached to the rest of your advance directive.

islinugmngsniigsSyi
When | am Se:iously IlllﬂI

O gofgjiAinnsngejmsmunamn Smsmindmv is1:me8ustmamindmuivag igjghiwinnginnisiinm
AW
| want to be kept comfortable and free from pain, even if my pain medicine makes me too sleepy to stay awake.

o

O &ohejv{nang ShusamspugnmivRIgsnnifiesnd Suninatuimyws

| want my family and loved ones to visit me and talk with me.

O mitsmastvungda (MSin siyungny) [gimsanaug
Comforting touches (handholding, stroking my hair, etc.) are welcome.
Q gehgnamna§Riangdpiuag adangdpurigsnsioms

>
3

I want my favorite music to be played. My favorite music includes:
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If I am able, | want to be involved in making mj/ own treatment decisions. | want my treatment team to talk to me and tell me what they are

doing, even if | don't seem aware.

o

UIt0SUHIG emoigwHIjemniIsstiaguugsigms
If possible, | would like the following things in my room:
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If spirituality and/or religion is important to me, here is what my care team should know:

={Q00
|
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If Iam ver); sick, | war‘lt to make sure the following things DO NOT happen:

= =lQ00

| am ver

nfigindna éohifejimane HyelimuissSniAaigias
y

sick, | want to make sure the following things DO happen:
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PART 4 (Optional): My Values [continued] !
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At the End of Life

wesilime gehstamwinuissigoRimuwivnigs
If possible, | would like to spend my final days: )

Q isigs

At home

O isige
In the hospital

O isiuSissitnwannguiia yuighy
At a nursing home or other facility

Q iy

Other:
O mssanéannta
No preference
WG S1TMG EeRGAARMUNIEHITSS
If possible, | WOZJ[d like my remains to 66:

Q ume
Burled

Q yh

Cremated

O wghys

Other:

sinissaminnmmmamau s gumumigmigiiuanjon yhkuanidaiman
These are my specific wishes for my funeral or memorial service:
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I'want my family and loved ones to know: !




